DEPARTMENT OF THE NAVY
NAVAL HOSPI TAL

BOX 788250

MARI NE CORPS Al R GROUND COMVBAT CENTER

TWENTYNI NE PALMS, CALI FORNI A 92278- 8250 IN REPLY REFER TO
NAVHOSP29PALMSI NST 5910. 1
Code 0104

28 April 1998
NAVAL HOSPI TAL TVENTYNI NE PALMS | NSTRUCTI ON 5910. 1

From Commandi ng O ficer
Subj :  SPACE UTI LI ZATI ON

Encl: (1) Space Uilization Relocation Request and
Eval uati on Form

1. Purpose. To provide information regarding space utilization
and the procedures to request relocation of working spaces. To
publ i sh the nmenbership and functions of the Space Utilization
Conmittee.

2. Background. Like all other resources, space is a valuable
but limted comodity. The necessary changes in services and
equi pnment required to best support customer needs al so

necessitates changes in the utilization of command spaces. In
order to maxim ze the avail abl e space and plan for future
requi renents, a nultidisciplinary conmttee will review and

recommend any proposed changes in space utilization to the
Commandi ng O ficer.

3. A change in space utilization is not nerely a rearrangenent
of an office’s furniture. 1t is a change in the nature of the
function of the space (even if interdepartnental) such as
adm nistration to clinical or clinical to adm nistration.
4. Action

a. Space Uilization Cormmttee shall:

(1) Consist of the follow ng nenbers appointed by the
Commandi ng O ficer:

(a) Executive Oficer (chair)

(b) Director for Adm nistration

(c) Director for Nursing Services
(d) Director for Medical Services
(e) Director for Surgical Services
(f) Director for Ancillary Services

(g) Conptroller
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(h) Command Master Chi ef

(i) Head, Facilities Managenent
(j) Safety Manager

(k) Head, Operating Managenent
(I') Union Representative (ad hoc)

(2) Approve any requests for space changes that cross
departnental |ines.

(3) Meet nonthly or as needed to review and consi der
requests.

b. Departnent Heads shall:

(1) Fill out enciosure (1)]when requesting a nove within
a departnent and route via the Head, Facilities Managenent,
Saf ety Manager, and Head, Operating Managenent for approval

(2) Fill out [enclosure (1) |when requesting a nove that
crosses departnent |ines and submt to the Space Uilization
Committee via the appropriate Director, Head, Facilities
Managenment Department, Safety Manager, and Head, Operating
Managenent for approval.

c. Directors shall reviewlenciosure (I)]for relocation of
spaces within their directorate.

d. Head, Facilities Managenent, Safety Manager, and the

Head, Operating Managenent shall reviewenciosure (1)] for al
rel ocation of spaces.

5. Fornms. Space Uilization Relocation Request and Eval uation
Form |NH29PALMS Form 5910/ 1) is avail able through Central Files.

,—"EE?"‘?;L;IE;.E _
R S. KAYLER

Di stri bution:
Li st A
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TH RD PARTY LI ABI LI TY QUESTI ONNAI RE
PRI VACY ACT STATEMENT

1. Authority.
Privacy Act of 1974, 5 U.S.C, 552(a) (1982).
Medi cal Care Recovery Act, 42 U.S.C., 265]-53 (1982)
Navy Affirmative C ains Regulations, 32 CF.C, 757 (1984)
Departnent of Justice Regulations, 28 CF. R, 43 (1943)

2. Principal Purpose. To provide information for the collection
of Medical Care Recovery Act clains against third persons who
cause injuries to other individuals who were given nedical care
at a governnent health care facility or at governnent expense.

3. Routine Uses. Information given by the injured persons who
received treatnent at governnment expense or at a governnent
health care facility is used to recover the reasonabl e val ue of
the nedical care fromthe individual who caused the injury. The
information is also used to prepare reports to the Departnent of
Justice and the Departnent of the Navy.

4. Mandatory Disclosure and Consequences of refusal to Disclose.
Federal law requires the injured party to provide the requested
information. 32 CF.R, 757.5 (1984); 28 CP.R, 43.2 (1984);
and 42 U.S. A, 2651 (a) (1982).

If the requested information is not given, the United States
Navy may force disclosure by court action. The United States
Navy may al so require the injured person to assign all clains for
nmedi cal expense of the nedical treatnent to the United States
Navy for collection.

| HEREBY CERTI FY THAT | HAVE READ THE ABOVE | NSTRUCTI ONS AND | DO
FURTHER CERTI FY THAT THE ANSVWERS ARE TO THE BEST OF MY KNOW.EDGE
AND BELI EF, TRUE AND COVPLETE. | HAVE ALSO READ AND UNDERSTAND
THE CONTENTS OF THE PRI VACY ACT STATEMENT.

(SI GNATURE) (DATE)

(PLEASE PROCEED TO THE NEXT PAGE)
NAVHOSP29PALMS For m 5890/ 1

Encl osure (1)
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TH RD PARTY LI ABI LI TY QUESTI ONNAI RE

I nstructions: Pl ease answer all questions as conpletely as possible. \Wen
gi ving nanes and addresses, please provide conpl ete addresses, including
street nunber, city, state and zip code. If nore space is required for any
requested information, please use the reverse side of the sheet.

PLEASE PRI NT - - RETURN COVPLETED QUESTI ONNAI RE - - DO NOT SEPARETE
1. Name of person injured
Horme address
Cty State Zi p Code
Tel ephone (Hone) ( ) - (Work) ( ) -
Soci al Security Number Date of Birth
(a) If Mlitary Menber, current duty station
Rank/ Rat e
(b) If Dependent:
Sponsor’'s Nanme
Sponsor’s Social Security
Sponsor’s Branch of Service Active Retired
Sponsor’s Duty Station if Active Duty or hone address if

Retired

Rel ati on to Sponsor
Dependent’s Soci al Security Nunber
Dependent’s Date of Birth

2. Date of accident/incident Ti me
Exact Location (street, avenue, freeway exit, city, state)

(a) Was this accident/incident investigated by a | aw
enforcenent agency Yes __ No __ If yes, Nane and
address of agency 9i.e. city police, county sheriff’s
department, hi ghway patrol)
Report Number, if known

(b) Circumstances of injury or accident:

(1) Were injuries sustained in a Mdtor vehicle accident:
Aut onpbi | e
Mot or cycl e
Truck/ van
Bi cycl e
Public transpiration (bus, train, cab)

(PLEASE PROCEED TO THE NEXT PAGCE)
NH29PALMS FORM 5890/01

Encl osure (1)
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(2) Did this accident/incident take place at:

Honme
School
Public Place (i.e. store, restaurant)
(3) Was the injured party a pedestrian? Yes No

(4) O her type of incident 9i.e. gunshot, stabbing,
fight, dog bite, food poisoning, mnedical malpractice)

(c) Describe in your own words the circunstances of how this
accident/incident took place:

3. Nanes, |ocations and dates of treatnent received, including
all mlitary and civilian hospitals, clinics or other health facilities.
Dat e( s) Faci | i ty/ Doct or Addr ess/ Locat i on

Pl ease indicate if treatnment was inpatient or outpatient:

I f documentation relating to this incident is available in t he
out patient health record, please provide copies.

If injured party is a department or retired service nenber, did
CHAMPUS pay for treatnent received? Yes No | f

Yes, who provide the nedical treatnment?

4, Nane and address of party responsible for this accident
And/ or incident:

Nane
Addr ess

Cty State _ Zip Code
Tel ephone (Hone) ( ) - Work ( ) -

(PLEASE PROCEED TO THE NEXT PACE)

NH29PALMS FORM 5890/01

Encl osure (1)
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acci

Does the responsible party have insurance? Yes No
If yes, provide the bel ow information:
Name of |nsurance

Addr ess

Pol i cy nunber: Fi | e/ C ai m nunber:

If the injuries sustained were the result of a notor vehicle

dent, other party’'s :
Soci al Security Nunber: Date of Birth
Drivers |icense State

If the injuries sustained were the result of a notor vehicle
Acci dent, other party’s:

Soci al Security nunber Date of Birth
Drivers license State

If the injuries sustained were the result of a notor vehicle
accident, were you the: Driver Owner Passenger

Omer: Name Rank/ Rat e:
Address and/or Duty Station:

Soci al Security Number:

Cty State Zi p Code
Tel ephone (Home) ( ) - (Work) ( ) -
| nsurance information:
Conmpany Nane
Addr ess
Pol i cy nunber: Fi |l e/ C ai m nunber:
Type of insurance coverage:
Liability Anount
Uni nsured Motori st Armount
Medi cal Paynent Amount
Personal Injury Protection Anount
Driver: Nane Rank/ Rat e
Address and/or Duty Station:
Cty State: Zip Code
Tel ephone (Hore) ( ) - (Work) ( ) -
| nsurance information:
Company nane
Addr ess
Pol i cy nunber: File/dai mnunber:
Type of insurance coverage:
Liability Anount
Uni nsured Motori st Armount
Medi cal Paynent Anmount
Personal Injury Protection Anount

(PLEASE PROCEED TO THE NEXT PACE)

NH29PALMS FORM 5890/01
Encl osure (1)
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6. Do you or any nenber of your famly have any type of
i nsurance covering your injuries? Yes _~ No __ If yes,
Provi de the bel ow i nfornmati on
Nane of | nsurance
Addr ess

Nane of Policy Hol der:
Pol i cy Number:

7. Ddany nlitary nenbers, dependents, and/or retired nenbers sustain
injuries as a result of this accident/incident?

Yes  No ___ If yes, provide the nane, address, duty
station, rank, and social security nunber.

(a)

SSN

(b)

SSN

(c)

SSN

8. Have you obtained an ATTORNEY for the recovery of danages?
Yes No  If yes, please provide the information

request ed bel ow:

Nane

Addr ess

Cty State Zip Code __
9. | HEREBY AUTHORI ZE THE RELEASE OF ANY MEDI CAL AND M LI TARY

RECORDS | N CONNECTI ON W TH THI S CASE.

NH29PALMS FORM 5890/01

Encl osure (1)
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